Poster presentations cer (CRC) in patients with ulcerative colitis (UC) was confirmed in multiple studies. In light of this, professional authorities recommend surveillance of CRC in patients with long-standing UC, favoring chromoendoscopy (CE) with targeted biopsies of identified lesions over white light endoscopy (WLE). Narrow-band Imaging (NBI) has been evaluated in several studies, however it is still unclear whether this modality can be considered an equally accurate alternative. The aim of the study was to compare the diagnostic yield of WLE, CE and NBI for detection of neoplasia in UC patients. Methods: We performed a meta-analysis of prospective trials comparing the accuracy of CE, WLE or NBI for detection of neoplasia in patients with IBD MEDLINE and EMBASE search were performed using the search terms "ulcerative colitis", "chromoendoscopy", "narrow band imaging". We compared the diagnostic accuracy for detection of any neoplasia individual patient examined, as well as per number of neoplastic lesions per patient. Background: Efficacy of ustekinumab (UST) in Crohn's disease (CD) has been demonstrated in clinical trials. In the absence of therapeutic drug monitoring, empirical dose escalation has been considered as a strategy to optimize response in patients with either primary or secondary non-response. Efficacy and safety of UST 90mg subcutaneous (SC) every 4 weeks is not known. Methods: A retrospective, observational study of compassionate use of UST in CD was conducted at a Canadian tertiary centre. A subset of patients in whom dose escalation (90mg SC every 4 weeks) had occurred was identified. Symptomatic response, defined as physician documentation of improvement of CD-associated symptoms and continuation of therapy, following dose escalation was assessed, as was biochemical or endoscopic response if available. Results: Ustekinumab was dose escalated in 16 patients (9 males) of median age 47 (IQR 34-54); disease duration of 12.5 years ) and location of ileal (4); colonic (4) and ileocolonic (8), with accompanying perianal involvement in 8 patients. All patients were anti-TNF experienced. Fourteen patients had been induced with standard SC dosing (90mg Weeks 0, 1, 2) and 4 with higher SC dosing (270mg Week 0; 180mg Weeks 1 and 2). Dose escalation occurred for primary and secondary nonresponse to UST in 7 and 9 patients respectively. Nineteen percent (3/16) of patients had a response to dose escalation, while 10 patients have ceased therapy. A myopathy developed in one patient and was considered possibly related to UST; dose has been subsequently de-escalated. No additional significant adverse events were reported in the remaining patients who received dose escalated UST. Conclusions: In this subset of real-life experience of UST use in patients with CD, maintenance dose escalation to 90mg every 4 weeks had a modest benefit in achieving a clinical response. This may be suggestive of the mechanism of loss of response to UST being driven by factors other than low bioavailability due to processes such as rapid clearance. Further assessment in larger cohorts as well as the use of therapeutic drug monitoring will be important to evaluate the usefulness of dose escalation for patients on UST. Background: Ustekinumab (UST), an interleukin-12/23p40 inhibitor, is effective in Crohn's disease (CD). Little is known on its efficacy in perianal fistulizing disease. To date, perianal outcomes using UST have been reported in only 18 patients. We report on the efficacy of UST on perianal fistulizing disease in CD. We also describe UST trough concentration, clinical, biomarker and endoscopic response in CD patients with perianal fistulas. Methods: Anti-TNF refractory CD patients treated with UST (2013UST ( -2015 at the McGill University Health Centre were recruited. All patients were induced with UST 90mg SC at week 0, 1, 2 then maintained with UST 90mg SC every 4 or 8 weeks. At 6 months 77.4% were receiving UST every 4 weeks. The primary endpoint was >50% reduction from baseline in the number of draining fistulas. The secondary endpoint was closure of all fistulas. Outcomes were assessed for longitudinal patients and cross sectional patients ≥6 months. A combined cohort was analyzed at ≥6 months, when available. UST and UST antibody concentrations were assessed using a liquid phase assay (HMSA, Prometheus Laboratories, San Diego, CA, USA). Results: Sixty-two patients were recruited. 17 patients had a history of perianal fistulizing disease. 6 patients had actively draining fistulas prior to initiating UST. At ≥6 months, 66% (4/6) of patients had a >50% reduction from baseline in the number of draining fistulas, and 33% (2/6) patients had closure of all fistulas. At ≥6 months, of the 6 patients who had active fistulas at commencement of UST, 3/6 (50%) attained clinical response while 2/6 (33%) attained clinical remission as determined by HBI assessment (HBI<5). 2/6 (33%) achieved steroid free clinical remission. Endoscopic response was attained in 3/6 (50%) patients while 2/6 (33%) attained endoscopic remission. Mean UST trough concentration at ≥ week 26 was 4.85 ug/ml. In those with >50% reduction in draining fistulas (n=4) mean UST trough concentrations were 5.0 ug/ml compared to 4.6 ug/ml in those without (n=2). Conclusions: UST was effective in achieving reduction in perianal fistulas in a small series of anti-TNF refractory CD patients. Given the limited information on this subject, this series adds to the existDownloaded from https://academic.oup.com/ecco-jcc/article-abstract/11/suppl_1/S400/2961569 by guest on 14 June 2018
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ing data on response of perianal fistulas with UST. However, larger studies are required to confirm these findings. Background: Mucosal healing is a desired endpoint in both clinical trials and "real-life" practice as it has been associated with better outcomes in patients with IBD. Lower GI endoscopy is required to determine the presence or absence of mucosal healing. Our aim was to assess specific biomarkers that could accurately predict (either alone or in combination) the presence of mucosal healing in Crohn's disease (CD) patients under long-term anti-TNF and/or immunomodulator treatment. Methods: Eligible patients were those with CD who were on clinical remission for at least 6 months under stable treatment with anti-TNF and/or immunomodulators. Prior to endoscopy all patients were subjected to thorough workup every two months with recordings of Harvey-Bradshaw index score and selected laboratory tests that included fecal calprotectin and serological inflammatory markers. After the end of this 6 month period, colonoscopy was performed and mucosal healing was determined as present [complete (no inflammatory lesions) or partial (minimal inflammatory lesions)] or absent. The predictive value of several clinical and laboratory markers for the presence of mucosal healing was investigated. Results: Twenty-three patients have been recruited so far (Male=9, Age: 40.8±14.3, 19-70, mean ± SD, range, in years). Fourteen patients (60.8%) achieved mucosal healing as evidenced by lower gastrointestinal endoscopy. Patients in the "no healing" group had significantly higher fecal calprotectin values when compared to patients with mucosal healing at 2 months prior to endoscopy ["no healing" group 554 μg/gr, 235-1800 (median, interquartile range) vs. mucosal healing group 83, 33-330.5, p=0.012), 4 months prior to endoscopy ("no healing", 600, 338-600 vs. mucosal healing 134, 22.5-272, p=0.009), as well as at 6 months prior to endoscopy respectively ("no healing", 265.0, 142-482.5 vs. mucosal healing 64, 13.8-199, p=0.039) . No significant differences between the two groups were observed regarding CRP levels. Moreover, higher amylase values were found in the "no healing group" in comparison to the healed mucosa group at 6 months prior to endoscopy (91.1 IU/L ± 24.8 vs. 63.1±27.2, mean ± SD, p=0.02). Finally, smokers had less often mucosal healing (p<0.0001) and higher CRP and fecal calprotectin values as well, than non-smokers. Conclusions: Fecal calprotectin is a better predictor of mucosal healing than CRP in patients with CD in clinical remission. Its use in clinical practice may improve patient management by allowing the identification of patients at higher risk for disease flare, who may require closer follow up and earlier endoscopy.
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